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The "priority" or "core" data elements are listed below along with comments reflecting the committee's reasons for selecting them or other observations about the data element. In the case of E-codes, the formal recommendation made in the full report is noted. Also listed are two other categories of data elements—"desirable" and "rejected"—that the committee discussed but chose not to select, and annotations concerning the basis for consideration or rejection (respectively) are also given. General statements agreed to by the committee regarding the collection of these data are presented just beiow.
SPECIAL CONSIDERATIONS
Prehospital and Transport Services
The committee advanced three broad principles to guide collection of these data in the prehospital setting. First, data should be collected on every call to which a prehospital provider responds, even if no patient is transported. Second, data should be collected from each ambulance (or other EMS unit) that responds to a request for assistance; coding schemes should be developed to make it possible to link separate reports on the same event. Third, data should be collected on interfacility transport provided by ambulance units; data on these transports should be distinguishable from prehospital transports. (The data elements relevant for interfacility transports may differ from those presented below for prehospital reporting; the committee did not attempt to develop a list of data elements specifically for interfacility transports.)
Emergency Departments
The committee noted that several parameters that are markers for the physiologic status of the child should be collected routinely in EDs (even if they are not now so collected); they may then be helpful in comparing institutions, systems, regions, and states. These measures include the elements of the Glasgow Coma Scale (GCS) and vital signs. The committee recognizes that problems exist at present in collecting these data reliably; for example, clerical personnel who routinely abstract data may not be familiar with the particular elements (especially of the GCS). A somewhat similar case is made for collecting certain kinds of zip code information as part of the prehospital data set. That is, even though such information is not now routinely collected by EMS agencies, it will be valuable for system evaluation, planning, and descriptive work, and the committee therefore advises that these data elements be included in routine data collection. to which illness is the reason that children (especially younger children) require emergency care, this is a major gap in the tools available to EMS-C personnel, researchers, and evaluators. In addition, measures otherwise considered reasonably applicable to the pediatric age group tend to be unreliable in infants under 2 months. therefore, the evidence about the application of trauma severity measures in triage seems to be mixed; relatively poor performance in predicting major trauma for adults will likely be worse for pediatric patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
